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F 000 | INITIAL COMMENTS F D0C
The submission of this plan of
An abbreviated standard survey (KY15157) was correction does not constitute an
conducted on August 11-12, 2010, The allegation admission by the provider of any
was Lnsubstantiated, however, deficiant practice fact or conclusion set forth in the
| was identified with scope and severity at "[" lavel, - Lo .
'F 514 483.75()(1) RE Statement of Deficiency. This plan
. (17 RES A F 514 i< bei bmitied b -
$5=D | RECORDS-COMPLETE/AGCURATE/ACCESSIB Is being submitied because 1t 1s
LE required by faw.
The: facility must maintain clinical records on sach Licensed staff was inserviced on
resident in accerdance with accepted professional 7/26/10 in regards to documenting
standards and practices that are complete; the actions thev take regardine the
accurately documented; readily accessible; and  of resid Y 1l g di gl
systematically organized. care of residents in the medica
record.
The clinical record must contain sufficient
informatien to identify the resident; a record of the The nurses involved with this
resident's assessments; the plan of care and incident were reprimanded for their
services provided; the results of any lack of documentation
preadmission screening conducied by the State; '
and progress noles. .
prod A 100% audit was completed on all
current medical records on 7/27 to
This REQUIREMENT is not met ag evidenced ensure that any acute event was
by: . . L documented and had the appropriate
Based on interview and record review, it was interventions. This was completed
determined that the: facility failed to maintain by A dministr.ator and nursiﬁ
clinical records for one (1) of three {3) sampled ¥ ACINS g
residents (resident #1) that were complete and administration.
i accurately documented. Record review revealed
: resident #1 bad a temperature of 100.1 degrees ¢ Education for licensed staff/fCMTS
Fahrenheit and an oxygen saturation of 81 Was completed on 9/1/10 that any
! percent with wheezing noted on July 24, 2010, at time they give a routine or PRN
6:55 p.m. Interview revealed Licensed Praciical . e s : _
" Nurse (LPN) #2 administared a breathing mf?dmdﬁlor;\;l;\e% need to initial this q-'l{'_?'~iO
| treatment and Tylenol to resident#1 and the off on the : !
| resident’s oxygen saturation increased fo 92-93
| percent. This informaticn was not completely }
document\?‘d\i{l resident #1's medical record. The |
TN y :
(A’éomﬁw lﬁxﬁi?:i@mvmswsuwum REPRESENTATIVE'S SIGNATURE TITLE O ga} DATE
LTI ' fé"&‘\f\e\\ M\"&"‘ﬁ\-‘\-—;?h‘l» A0 9,

A;y daﬁciancy staternent ending with an asterisk (*) denotes a deficiency which th

e institutlon may be excused from correcting providing it s determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing harmes, thé findings stated above are disciosable 50 days
Toltowing the date of survey whether or not a plan of carrection is provided. For nursing hames, the abova findings and plans of correction are disclosable 4
c¢ays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued

program participation.
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: The findings include:

A review of resident #1's nurse’s notes revealed
onJuly 24, 2010, at 6:55 p.m,, resident #1's face
“was flushed with a temperature of 100 1 degrees

' denied any difficully breathing. The nurse's note
| stated the resident's heat was on low heat which

i

| breathing treatment and Tylenol to resident #1
- and the resident's oxygen saturation was still

| 92-93 percent. However, LPN #1 did not

! document the 1:30 p.mn. medications or

| assessment.

| resident's oxygen saturation increased to 92-93

review further revealed on July 24, 2010, at 11:30
p.m., resident #1 had & temperature of 99.2
degrees Fahrenheit. The nurse's note stated
LPN #1 administered a breathing treatment;
however, there was no. documentation of the LPMN
administering Tylenol as revealed in interview
with LPN#1. LPN #1 stated around 1:30 a.m.,
the resident's temperature was 99.7 degrees
Fahrenheit, and the LPN again administered a

Fahrenheit anc oxygen saturaticn of 81 percent
with wheezing noted; however, the resident

was turned to low cocl. Review of the Vital Sign
Record revealed resident #1's vital signs were
taken at 68:55 p.m., and the resident's respirations
were 20 with a blood pressure of 86/50.

An interview conducted on August 11, 2010, at
510 p.m., with LPN #2 revezled State Registered
Nurse Aide (SRNA} #2 reportad at 5:55 p.m., that
resident #1's face was flushed. Tha interview
revealed |.PN #2 assessed resident #1 and found
the resident's axygen saturation in the 80's and
the resident had a low grade temperature. LPN
#2 reporied the LPN administered a breathing
treatment and Tylenol to resident #1 and the

The facility is moaitoring the 24

© by the Administrator or designee.
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providing training on documentation
9/9/10. This will include
documenting MAR’s/TAR’s
appropriately and the importance of
documenting in the resident medical
record of actions taken monitoring
resident assessments.

hour report sheets to follow-up on -
documentation to ensure nurses
notes are being made according to
the care being provided. Any
deficient area is corrected at this
time with the necessary education.
This is being completed by
Administrator or designee.

The facility will monitor the MAR’s
to ensure that medications are
administered and initialed off per
MD orders. This will be reviewed

The QA Committee will review
the tracking form for no less than
3 months to ensure compliance.
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percent. The interview revealed the above
information was passed on to LPN #1, the
oncoming 7:00 p.m. shift nurse, LFN #2

- confirmed the LPN had failed to dogument the
» administration of the breathing treatment or the
fact that the resident's oxygen saturation
lincreased to the 90's following the breathing
 treatment.

| Areview of resident #1's nurse's notes dated July
24 2010, at 11:30 p.m., reveaied the resident's

: temperature was 89.2 degrees Fahrenheit and

. the resident was flushed and congested. The
nurse’s note stated LPN #1 administered a
breathing treatment and the resident requested to
he gotten up to the recliner.

An interview conducted on August 11, 2010, at
5:00 p.m., with LPN #1 revealed the LPN was !
inforrmed by LPN #2 during shift report on July 24, :
2010, that resident #1 was congested with a2 low
grade temperature and had been adnministered a
breathing treatment and Tylenol. LPN #1 stated
around 11:00 p.m., the resident's ternperature

had decreased to D92 degrees Fahrenheit and
the LPN administered a breathing treatment and
Tylenol to the resident and the resident's oxygen
saturations were 92-93 percent. The LPN stated
the resident's vital signs were obtained around
1:30 am., and the resident’s temperature was

99.7 degrees Fahrenheit, biood pressure was
100/88, and the resident's respirations were 20,
The interview revealed LPN #1 again

administered a breathing treatment and Tylenol to
resident #1 and the resident's oxygen saturation

not docliment the administration of the breathing
treatment or the Tylenof at 11:60 p.m., in the
resident's Medication Administration Record

remained at 92-93 percent. However, LPN #1 did

F 514
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(MAR}. The LPN also failed to document the
1:30 p.m. medications or assessment on the
nurse's notes or the MAR. Interviews revealed
resident #1 requesied to be transferred from the
bed to the recliner, however, had rno complaints.
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